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doi:10.1016/j.jmu.2010.06.001Esophageal intramural hematoma (EIH) is a type of esophageal traumatic injury that can occur
spontaneously or secondarily. We report the case of a 79-year-old man with spontaneous EIH
suffering from sudden onset of odynophagia. The esophageal lesion appeared as an atypical
presentation mimicking malignancy on upper gastrointestinal endoscopy and mediastinal
computed tomography. Endoscopic ultrasound revealed a thickened esophageal wall with
a submucosal hypoechoic lesion and preservation of the sonographic layer pattern. We suggest
that endoscopic ultrasound can play an important role in the diagnosis of EIH.
ª 2010, Elsevier Taiwan LLC and the Chinese Taipei Society of Ultrasound in Medicine.
Open access under CC BY-NC-ND license.Introduction
Esophageal intramural hematoma (EIH), characterized by
submucosal hemorrhage and dissection of the submucosal
muscle layers, is a type of esophageal traumatic injury.
There are also other types, including Mallory-Weiss tear and
Boerhaave’s syndrome [1,2]. The common symptoms are
retrosternal chest pain, back pain, hematemesis,
dysphagia, or odynophagia [3]. Intramural hematoma can
occur spontaneously or secondarily and is mostly because
of vomiting [1]. Occasionally, it can mimic esophagealShao-Wu Lee, Division of
ternal Medicine, Taichung
ction 3, Taichung-Kang Road,
.tw (S.-W. Lee).
C and the Chinese Taipei Societymalignancy. Here, we present a case of EIH without
precipitating factors. Endoscopic ultrasound (EUS) images
helped us to make the definite diagnosis.Case Report
A 79-year-old man was admitted because of sudden onset
of odynophagia for 1 day. He had a 20-year history of
treatment for hypertension and denied alcohol consump-
tion or smoking history. He was a retired soldier and had no
previous surgical history. In this instance, he suffered from
sudden onset of difficulty swallowing while eating dinner.
Furthermore, blood-tinged vomit developed. He could not
recall vomiting, retrosternal pain, or epigastric pain. He
denied having recent body weight loss, poor appetite, and
previous drug exposure, including herbal medicine.of Ultrasound in Medicine. Open access under CC BY-NC-ND license.
Fig. 2. Computed tomography of mediastinum reveals
thicken esophageal wall (black arrow) with lumen restriction
(white arrow).
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appearance. Body temperature was 37C, heart rate was
102 beats per minute, blood pressure was 134/70 mmHg,
respiratory rate was 18 breaths per minute, and oxygen
saturation was 100% under normal conditions. No obvious
rhonchi or rales were heard over bilateral lung fields. No
lymphadenopathy or splenomegaly was found by palpation.
Laboratory data demonstrated hemoglobin 12 g/dL
(normal, 11.3e15.3 g/dL), platelet count of 189  103/mL
(normal, 120e320  103/mL), and prothrombin time was
within the normal limit (10.2 seconds; normal, 9.5e11.7
seconds). The X-ray film showed no active lung lesion or
pneumoperitoneum. Laryngeal fibroscopy detected no
obstructive lesions.
The upper gastrointestinal (GI) endoscopic images
showed superficial ulceration and diffuse semicir-
cumferential thickening of the esophageal wall from upper
third to lower third (22e38 cm from incision) (Fig. 1).
Marked narrowing of the esophageal lumen was also
noted. The mediastinal computed tomography (CT) scan
revealed thickening of the esophageal wall suggestive of
esophageal cancer (Fig. 2). The EUS images with a 12-MHz
miniprobe confirmed marked diffuse thickening of the
esophageal wall with one hypoechoic lesion in submucosal
layer (Fig. 3) of the whole esophagus. The inner mucosal
membrane and outer layer membranes including muscular
and adventitia layers were intact, and this pattern
favored submucosal dissection with hemorrhage rather
than malignancy. The esophageal biopsy done on the
lower margin confirmed this finding (Fig. 4). He did not
accept examination of barium meal study. The patient’s
symptoms improved gradually under soft food diet and
supportive care. After discharge, he received clinical
follow-up and had complete recovery of esophageal
mucosa detected by repeated upper GI endoscopic
examination.Fig. 1. Upper gastrointestinal scope of esophagus shows
purplish submucosal mass occupying the lumen (＊).Discussion
EIH was first described in 1965 by Lichter and Borrie. In 1980,
Kerr [4] reported female predominance in patients with
intramural hematoma, especially middle-aged and elderly
women. Most cases demonstrated associated predisposing
conditions, including coagulopathy, iatrogenic trauma, drug
pills, foreign bodies, certain solid foods, and emesis [5]. In
about 37% of cases, hematoma occurred spontaneously [6].
Patients with EIH usually had substernal and midepigastric
pain, which was aggravated by swallowing in 66%e87%
of cases. Bleeding appeared in 70% of all cases, and
obstruction signs developed with progressive enlargementFig. 3. Endoscopic ultrasound of esophagus reveals marked
diffuse thickening of esophageal wall with some heterogenous
iscoechoic appearance. One hypoechoic lesion is noted in the
submucosal layer (＊).
Fig. 4. Pathological finding shows hemorrhage in submucosa
and muscular layer without tumor cells obtained.
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clinical course is usually benign [8].
Upper GI endoscopy, EUS, and mediastinal CT can aid in
the diagnosis of EIH. Upper GI endoscopy typically demon-
strates a smooth violaceous-appearing esophageal wall with
extrinsic compression. Rarely, friable mucosa is noted.
Mediastinal CT usually demonstrates an esophageal mass
with hyperdensity similar to that of blood. EUS often
discloses a submucsoal liquefied lesion suggestive of blood
accumulated, a thickened esophageal wall because of
dissection of submucosal muscle layer, and preservation of
the sonographic layer pattern [1,3]. The previous report
documented that this kind of lesion disappeared 4 days
later on repeat EUS [8].
Our patient had atypical ulcerative esophageal mucosal
change noted by upper GI endoscopy, and a hypodense
esophageal mass detected by mediastinal CT. This finding
might suggest a subacute clinical course to lower the
density of the esophageal lesion noted on CT. However, this
could lead to the development of mucosal ischemic nec-
rosis because of pressure of the hematoma inside the
esophageal wall. In the initial evaluation, the upper GIendoscopic images and CT images of our patient mimicked
esophageal malignancy.
The EUS images helped us make the correct diagnosis for
our patient. These images revealed a thickened esophageal
wall, a liquefied submucosal mass, intact sonographic
muscular and adventitia layers and disappear on repeat
EUS, which were clearly differentiated from malignancy or
submucosal tumor [6]. The biopsy of esophageal mucosa
can confirm the absence of malignancy but may
potentially lead to unforeseen consequences [1]. Instead,
resolution within 2 weeks of observation demonstrated by
upper GI endoscopy or EUS should be evaluated in these
patients [5].
In conclusion, EIH is a kind of esophageal trauma. It
occasionally mimics esophageal malignancy and may lead
to misdiagnosis. Typical clinical presentation and EUS
images can help gastroenterologists make the definitive
diagnosis and avoid further unnecessary examinations or
therapies.References
[1] Meininger M, Bains M, Yusuf S, et al. Esophageal intramural
hematoma: a painful condition that mimic an esophageal mass.
Gastrointest Endosc 2002;56:767e70.
[2] Hsu HH, Chan YL, Huang CC, et al. Acute spontaneous tumor
lysis syndrome presenting with hyperuricemic acute renal
failure: clinical feature therapeutic approach. J Nephrol 2004;
17:50e6.
[3] Yen HH, Soon MS, Chen YY. Esophageal intramural hematoma:
an unusual complication of endosopic biopsy. Gastrointest
Endosc 2005;56:161e3.
[4] Kerr WF. Spontaneous intramural rupture and intramural hae-
matoma of the oesophagus. Thorax 1980;35:890e7.
[5] Sudhamshu KC, Kouzu T, Matsutanl S, et al. Early endoscopic
treatment of intramural hematoma of the esophagus. Gastro-
intest Endosc 2003;58:297e300.
[6] Geller A, Gostout CJ. Esophagogastric hematoma mimicking
a malignant neoplasm: clinical manifestations, diagnosis, and
treatment. Mayo Clin Proc 1998;73:342e5.
[7] Folan RD, Smith RE, Head JM. Esophageal hematoma and tear
requiring emergency surgical interventionda case report and
literature review. Dig Dis Sci 1992;37:1918e21.
[8] Mion F, Bernard G, Valette PJ, et al. Spontaneous esophageal
hematoma: diagnostic contribution of echoendoscopy. Gastro-
intest Endosc 1994;40:503e5.
